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EXCEL VERSION MS-2004 

I 1 PROVIDER NUMBER I 

NURSING HOME PLANT 8 EQUIPMENT: 

BUILDING 708 SO 

~~ ~ 

Page 10 of 16 

1 - 5  ,,I ,..\,,,/ 

TN#MS03-24 Approval date'''-~ '' effectiveDate 07/01/03 Supersedes TN#MSO2-28 



MS-2004 VERSION  

EXPENSES  

KANSAS MEDICAID STATE PLAN Attachment 4.19D 

EXCEL 

INCREASES: 

REVENUE PER LINE 822. COLUMN 1 

INVESTMENT BY OWNER 

TRANSFERS FROM centralTRAL OFFICE 

OTHER (SPECIFY) 
I_I_ 


OTHER (SPECIFY) 

TOTAL INCREASES 

DECREASES: 

PERSCHEDULE A. LINE 599, COLUMN 2 


WITHDRAWAL BY OWNERS NOT IN SCHEDULE A 


DIVIDENDS PAIDTOSTOCKHOLDERS 


DEPRECIATION EXPENSE IN EXCESS OF STRAIGHT LINE 


TOTAL DECREASES 

Part 1 
Exhibit A-5 

Page 36 

PROVIDER NUMBER 
0 


I I  

761 SO 

762 $C 

764 sc 

765 so pq
\II.% 

768 
I # 

Page 11 of 16 

JUL 2 8 20% 
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EXCEL VERSION MS-2CO4 

I I PROVIDERNUMBER I 
SCHEDULE HI0 STATEMENTOFRELATEDADULTCARE HOME INFORMATION ' 0 

8 5 1  	Do ANY OF THE OWNERS, R U E 0  PARTIES OR employees HAVE i n t e r e s t  d i r e c t l yOR i n d i r e c t l y  IN 
ANY OTHER ADULT CARE HOME fac i l i t y  LOCATED INkansas e x c e p t  MINOR STOCK OWNERSHIP. LESS 
THAN 5%. AS A passive INVESTMENT IN UNRELATED publicly h e l d  corporation 0YES 0NO 

I I 
I I I 

IF HELDPROVIDER IS A c o r p o r a t i o n  IS IT A PUBLICLY CORPORATION? 0YES 0NO 
IF YES, ATTACHA COPY OF THE ANNUAL REPORT TOs t o c k h o l d e r s  AN0 A FORM IC-K 

SCHEDULE H(2) STATEMENTOF non-resident RELATED activities 

i nd ica te  BELOW IF YOU p a r t i c i p a t e  IN any non- res ident  RELATE0 activi t ies AT W E  f a c i l i t yHH( 

WHICH YOU ARE REPORTING a t t a c h  AN addi t ional  schedule IF necessary  


I11 non-res ident  i21WERE ADJUSTMENTSW E ON schedule A 
FOR mls activityR E L I E D  a c t i v i t y  

BBB child DAYCARE DYESUNO 

867 assist living OYESUNO 

888 HOME HEALTHCARE D Y E S  O N 0  

870 OTHER (PLEASE SPECIFY) 

JUL 2 8 20% 

D Y E S  o m  

D Y E S  0 . 0  I 
D Y E S  O N 0  

D Y E S  0.0 
O Y E S  O N 0  

D Y E S  O N 0  
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EXCEL VERSION 
MS-2004 

I NUMBER I 
schedule G REVENUE STATEMENT I 0 

- LINE - numberI 1 REV PER BOOKS iADJUSTMENTI - .-. ..--. . 
OR FED TAX TO EXPENSE OFRELATED 

RETURN ACCOUNTS EXPENSE 
LN# (1) (21 (3) 

HOME HEALTH CARE REVENUE 

NON-NURSINGf a c i l i t y  RESIDENTIAL INCOME 

819 SO SO 

820 SO so 
OTHER (SPECIFY) 82 1 so so 

\LS 822 so so 

page 12 of 16 

J U L  2 p 2084 
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EXCEL VERSION MS-2004 

I 	 /PROVIDER NUMBER I
1 0 

SCHEDULE I FIXED ASSET, DEPRECIATION 8 AMORTIZATION QUESTIONNAIRE 
/DOES THE PROVIDER LEASE OR RENT ANY PART OF THE PHYSICAL~ ~~-

I 901 facility FROM ANY OTHER ENTITY? ....................................................... r?YES n N O  Iu U~ 

902 	 IF YES DO ANY OWNERS OF THE PHYSICAL FACILITY HAVE AN INTEREST, 
DIRECTLY OR INDIRECTLY. IN THE PROVIDER? .................................... 0YES 0NO 

IF YES, PROVIDE THE OWNERSHIP INFORMATION REQUESTED BELOW. IF NO, GO TO QUESTION 913. 

DESCRIBE NATURE OF RELATIONSHIP WITH 
NAME OF OWNERS OF PHYSICAL FACILITY 56 OF OWNERSHIP PROVIDER IF NONE, WRITENONE 

907 

908 

909 

IF THE OWNERS ARE OTHER THAN INDIVIDUALS. READ AND FOLLOW THE INSTRUCTIONS FOR LINES 902-909 FOR 
COMPLEX CAPITAL STRUCTURES. 

HAVE COPIES OF ALL LEASE AGREEMENTS (INCLUDING AMENDMENTS) BEEN 
WITH ' 	SUBMITTED A PREVIOUS COST REPORT? ............................................... 0YES 0NO 

IF NO, SUBMIT COPIES OF DOCUMENTS NOT PREVIOUSLY submitted 

912 DOES THE LEASE CONTAIN AN OPTION TO PURCHASE THE LEASED PROPERTY? 0YES 0NO 

DID YOU ATTACH A DETAILED DEPRECIATION SCHEDULE 8 WORKING TRIAL 
916 

913 IS THE PHYSICAL FACILITY OWNED BY THE PROVIDER? .................................. 0YES 0NO 

914 IF OWNED. WAS THE PURCHASE AN ARMS LENGTH TRANSACTION?. .............. 0YES 0NO 
a t t a c h  A STATEMENT OUTLINING DETAILS OF THE PURCHASE) 

WAS THE STRAIGHT LINE DEPRECIATION METHOD USED?.............................. 0YES 0NO 
915 IF NO, HAVE YOU RECALCULATED THE DEPRECIATION USING THE STRAIGHT 

LINE METHOD AND MADE THE APPROPRIATE ADJUSTMENTS TO THE 
DEPRECIATION EXPENSE REPORTED ON THE EXPENSE STATEMENT? ........... 0YES 0NO 

BALANCE TO THIS COST REPORT7.......................................................... =YES 0NO IIF NO, SUBMIT COPIES OF DOCUMENT NOW 

Page 14 of 16 

J!!L 2 8 ?:);Ti 
TN#MS03-24 Approval date Effective Date 07/01/03 Supersedes TN#MS02-28 
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MS-2004 

COMPLETE THECOST REPORT ACCORDING TO THE instructions 

1 HAVE TWO COPIES OF PAGE 16 BEEN PRINTEDAND SIGN 

RED DOCUMENTS. 


KED AGENT AND THE p r e p a r e r  


2 ARE ALL COST REPORT SCHEDULES COMPLETE7 

3 ARE THE DISKETTES FORTHE COST REPORT AND THE CENSUS REPORT (AU-3902)ENCLOSED? 
PLEASE NOTE THAT YOU DONOT NEED TO INCLUDEHARD COPIESOF W E  COST REPORT 

4 ARE THE FOLLOWINGd o c u m e n t s  ATTACHEDTO THE COST REPORT, IF APPLICABLE7 
(ai WORKING t r i a l  BALANCE AND SUPPORTINGSCHEDULES USEDTO PREPARE THE COST REPORT 
w d e p r e c i a t i o n  SCHEDULE 
(cl CENTRAL o f f i c e  COSTS AN0 ALLOCATIONSCHEDULES 

(dl LOAN AGREEMENTS ANDa m o r t i z a t i o n  SCHEDULES (FOR LOANSOF $5000 AND MORE) 

(e) DISKETTE OF CENSUS SHEETS (Au-3902l

(0 DOCUMENTATION OR RESOLUTION STATING PERSOWSauthority TO SIGN DECLARATION 


STATEMENTIF NOT ANOWNER OR PARTNER 
(01 WORK PAPER FOR THERAPY EXPENSEa d j u s t m e n t s  

pi COST ALLOCATION SCHEDULES FOR OTHER NON NURSING FACILITY PROGRAMS 


Paw 15 01 16 

jul 2 8 2('in2 
TN#MS03-24 Approval date Effective Date 07/01/03 Supersedes TN#MS02-28 
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EXCEL US-ZOM 

I 
d e c l a r a t i o n  OF p r e p a r e r  

IHAVE COMPILEDTHE ACCOMPANYING COST REPORT. INCLUDING ACCOMPANYING SCHEDULES AND STATEMENTS PREPARED FOR I

FOR THE COST REPORT PERIOD BEGINNING 

AND TO THE BESTOF MY KNOWLEDGEAND BELIEF. IT IS TRUE, CORRECT. COMPLETE.AND IN AGREEMENT w i t h  RELATED BOOKS 

AND FEDERAL INCOMETAX RETURN EXCEPTAS exp la ined  IN THE RECONCILIATION.THAT IHAVE r e q u e s t e d  ALL NECESSARY AND 

AVAILABLE materialAND THAT ALL MATERIALTRANSACTIONS WITH OWNERS OR other RELATED p a r t i e s  HAVE BEEN 

SUMMARIZED ON APPROPRIATE SCHEDULES I UNDERSTAND THAT mts INFORMTION IS SUBMITTED FOR THE PURPOSE OF 


I I 
NAME (PRINT OR TYPE) 

p r e p a r e r s  ADDRESS (STREET. CITY STATE. ZIP) PHONE a 

FAX R 

DECLARATION OF OWNER PARTNER OR OFFICER OF WHE CORPORATION, CITY, OR COUNTY WHICH 
IS THE PROVIDER: 

IHEREBY CERTIFYTHAT Ih a v e  READ THE ACCOMPANYING COST REPORT, INCLUDINGACCOMPANYING SCHEDULES AND 
STATEMENTS P.NDTO THE BEST OF MY KNOWLEDGEAND BELIEF. IT IS TRUE. CORRECT,COMPLETE. ANDIN AGREEMENT WITH 
RELATED BOOKSAND FEDERAL INCOME TAX r e t u r n  e x c e p tAS EXPLAINED INTHE RECONCILIATION.THAT ALL MATERIAL 
TRANSACTIONS WITH OWNERSOR o t h e r  RELATED PARTIESH A M  BEEN SUMMARIZE0 ON APPROPRIATESCHEDULES ICERTIFY 
THAT NO MATERIALOR INFORMATIONI HAVE ACCESS TO WOULD PRODUCEFINDINGSc o n t r a r y  TO THOSE IN THE 
a c c o m p a n y i n g  COST REPORTINCLUDING ACCOMPANYING SCHEDULESI\ND STATEMENTS IUNDERSTANDW T  THIS INFORMATION 

.SUBMITTED FORTHE PURPOSE OF DEVELOPINGPAYMENT RATES UNDER THE kansas MEDICAID PROGRAM. IUNDERSTAND 

(HAT ANY FALSECLAIMS. STATEMENTSOR DOCUMENTS. O R  CONCEALMENT OF MATERIM FACT MAY BE PROSECUTED UNDER 

APPLICABLE FEDERAL AND/ORSTATE l a w  


SIGNATUREAND TITLE OF OWNER, PARTNER, OR OFFICER OF THE CORPORATION.CITY OR c o u n t y  WHICH IS M E  PROVIDER IF 

PERSON SIGNINGIS NOT AN OWNER OR PARTNER. PLEASE ATTACH DOCUMENTATIONOR A RESOLUTIONSHOWING THEIR AUTHORITY 

TO SIGN (UNLESS ONE HI\D BEEN PREVIOUSLY SENT AND ON FILE) 

SIGNATURE DATE TITLEIPOSITION 


I I 
/NAME (PRINT OR W E ]  

P a w  16 d 16 

jul 2 @ 7;:::; 
TN#MS03-24 Approval date Effective Date 07/01/03 Supersedes TN#MS02-28 
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30-10-18. Rates of reimbursement. (a) Rates for existing 


nursing facilities. 


(1) The determination of per diem rates shall be made,
at 


least annually, using base-year cost information submittedby 


the provider and retained for
cost auditing and analysis. 

( A )  The base year utilized f o r  cost information shall be 

reestablished at least once every seven years. 

(B) A factor for inflation may be applied to the base-year 

cost information: 

(2) Per diem rates shall he limited by cost centers, except 


where there are special level-of-care facilities approved by the 


United States department of health and human services. The upper 


payment limits shall be determinedby the medianin each cost 


center plus a percentage
of the median, using base-year cost: 


information. The percentage factor applied to the median shall 


be determined by the secretary. 


( A )  The cost centers shall be as follows: 

( i ) Operating; 

(ii) indirect health care; and 


(iii) direct health care 


(�3) The property component shall consist of the real and 

personal property feeas specified in K . A . R .  30-10-25. 

J w i 2 8 ?!yf 
TN#MS03-24 Approval date Effective Date 07/01/2003 Supersedes TN#MSO2-28 
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( C )  The upper payment limit for the direct health care 

cost center shallbe a statewide base limit calculatedon each 


facility's case mix adjusted base-year costs. 


(i) A facility-specific,direct health care cost center 


upper payment limit shall be calculated by adjusting the 


statewide base limit by that facility's average case mixindex. 


(ii) Resident assessments used to determine additional 


reimbursement for ventilator-dependent residents shall be 


excluded from the calculation of the facility's average case mix 


index. 


(3) Each provider shall receivean adjusted rate for each 


quarter if there isa change from the previous quarter in the 


facility's average medicaid case mix index
. 
(4) Resident assessments that cannotbe classified shall be 

assigned to thelowest case mix index. 

( 5 )  To establish a per diem rate for each provider, a 

factor for incentive may be added to the allowable per diem 

cost. 

( 6 )  Resident days in the rate computation. 

(A)  Resident days shall be determined from census 

information corresponding to the base-year cost information 

submitted by the provider. 

(B) Total resident days shall be used to calculate the per 


diem costs usedto determine the upper payment limit and rates in 


1jul 2 8 7i::;c.
TN#MSO3-24 Approvaldate Effectwe Date 07/01/2003 Supersedes TN#MS02-28 


